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patches.
(2) The exuberant vegetating condition on her legs. (3) The pain in the legs. For the pain, which was intense and prevented sleep, analgesics and sedatives, including bromide, were given at first, but did not help. The three features above mentioned then aroused the suspicion of a drug eruption, especially bromide, superimposed on the nevus, and all sedatives were stopped. Her blood bromide was found on December 5, 1946, to be 80 mg%, and a week later, 70 mg.%. This was calculated to be a much higher concentration than was likely to-have been brought about by the amount we had given her. To help eliminate the bromide she was given sodium chloride by mouth.
Local measures consisted of Cyllin-M baths and varying strengths of salicylic acid ointment for the legs. Twelve days after starting the sodium chloride treatment, she became increasingly irrational, with visual and auditory hallucinations, and then drowsy. Ketones, but no sugar, were found in the urine. Treatment with sodium bicarbonate and glucose led to recovery of the ketosis, but she remained confused. Three weeks later Professor Himsworth advised a high-protein diet and big doses of vitamin-B complex. This was followed almost immediately by a striking improvement in her mentality.
The pain in her legs gradually got less from the time that sedatives were stopped and local treatment instituted. The offensive discharge steadily diminished and the warty masses were gradually reduced.
Inunction of an ointment containing potassium bromide 30% in soft paraffin on a relatively unaffected part of the skin caused no reaction.
Present condition.-The appearances have not changed except on the legs, where sepsis has been greatly reduced, and a good deal of the horny covering removed.
Comment.-The case is shown as an unusual systematized nmvus of the ichthyosis hystrix group, and the question is raised whether the vegetating painful condition of her legs has been the result of prolonged bromide medication (of which there is no positive evidence), or whether it is just an exaggerated manifestation of the navus. In either case, it is aggravated by sepsis and neglect. Miss J. F., aged 20. At age of 12 sustained a compound fracture of the right arm. It was noticed that the scar when healed always remained red and had a tendency to scale. Two years later the skin below both eyebrows became red and scaly and showed no tendency to heal with local applications. The legs next became affected, showing a bluish-red discoloration followed by the appearance of horny rough papules, a condition which has persisted. Gradually other parts became affected, the arms, the upper part of the trunk and the face becoming red and scaly. The backs of the hands and fingers were involved four years ago but the changes are less obvious now. The scalp, the palms and the soles have always been clear. There has been little irritation throughout except during the past month, but there has been a feeling of tightness and constriction of the face, back and arms especially when the weather is cold. Desquamation has been severe at times. Local application of salicylic acid ointment and ung. aquosum, medication with vitamins, arsenic and thyroid, and calcium injections have merely reduced the amount of scaling. The patient has been receiving Grenz rays since September 1946 (Dr. Leitner).
Past history.-Measles, scarlet fever and chicken pox. Had urticaria and dermographism as a child.
Family history.-No familial incidence of pityriasis rubra pilaris. Present condition.-Face and neck have a uniform red discoloration. The upper part of the trunk, front and back, shows widespread red areas, with scaling nmore pronounced in some than in others. The breasts have a streaky dusky telangiectasia. The skin of the affected areas appears thickened. The "shoulder-strap" areas are curiously spared. The skin of the arms is almost uniformly covered with thickened, dusky red areas with some scaling. The dorsal surface of the proximal phalanges have very small indistinct discrete papules. The legs are covered with bright red areas and rough grating yellowish red papules centred round the follicles. The upper margin of the eruption is fairly sharply defined in the lower part of the thighs. Over each tendo Achillis and on the outer margin of the foot are rough, thick hyperkeratotic areas. The toes are red and smooth.
Biopsy from the skin at the back of the right arm: The epidermis varies in thickness due to varying depth of stratum granulosum. There is no hyperkeratosis but small areas of parakeratosis are present not related to the orifice of the sweat or sebaceous glands. Round-cell infiltration of superficial portion of the corium (Dr. Pike). Dr. W. Freudenthal confirmed the diagnosis of "Pityriasis Rubra Pilaris".
In the hope that vitamin-A therapy might help this case, estimations were carried out by Dr. Leitner and found to be normal. Blood Previous health.-In 1928 metrorrhagia and menorrhagia were treated by inducing an artificial menopause by treatment of the body of the uterus with radium (? 2250 mg. hr.) Mixed endocrine deficiencies following this procedure are likely to be a factor in the aetiology of this case.
History of present condition.-The patient, now aged 63, thinks she has had a rough patch on the lower part of her back, and on her chest and thighs since 1938, and that its appearance followed a type of sciatica which started with acute pain in the right calf followed by pain in the big toe and later in the other toes and ankle, ultimately causing dropped foot: this was supported by a garter-spring-toelift. The foot-drop is of uncertain origin and may have been due to a drug given for the sciatica.
The skin irritation commenced after a wasp sting in October 1946 and has gradually become more and more intense.
On examination.-General medical investigation showed no abnormality. The patient looks and feels quite well. Hair on the scalp is present, but there is no hair in the armpits. Her skin, generally, is unusually smooth. The surface of the skin on the back and chest shows a fine bran-like scaling with a diminution in thickness, atrophy in certain areas and infiltration in others.
On the deltoid region there is a rough red area; on both thighs, a reddish-brown area. The patch on the left thigh has a mottled appearance. There are areas of pallor with a network of vascularity. An erythematous patch is also present on
